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Abstract
Bell’s palsy is a facial nerve defect of unknown etiology. The aim of this article is to put forth a review on 
Bell’s palsy and identifying its clinical presentation, differentiate it from other similar conditions, having a 
brief idea of various existing treatment modalities. Treatment usually focuses on restoring the function of 
facial muscles and recovery.
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Introduction
The term facial palsy generally refers to the 

“weakness of the facial muscles, mainly resulting from 
temporary or permanent damage to the facial nerve”(1). 
If the etiology of facial palsy is not known then it is 
considered to be Bell’s palsy. It is a unilateral acute 
peripheral neuritis originating due to disruption in the 
lower motor neuron of the facial nerve. Immunological, 
infectious diseases and ischemia may lead to Bell’s palsy 
still its etiology are questionable. If we talk about the 
history of discovery of Bell’s palsy, much research has 
been done for it, the disorder is named after the scientist 
Sir Charles Bell while his research in the royal society 
of London. When we talk about the clinical feature of 
Bell’s palsy, we find that it happens suddenly, usually 
affecting one side, facial palsy of lower motor neurons 
accompanied with pain in the posterior part of the ear, 
alteration of taste sensation, subjective alteration in 
facial sensation and hyperacusis.(2,3) Treatment usually 
focuses on restoring the function of facial muscles and 
recovery.

Discussion
Bell’s palsy is diagnosed more often in young 

females. Cases are usually reported in the age group of 
21-40. The right side of the face is commonly affected.
(4) As many times recurrence is reported in the first two 
years from the onset so follow up of patients should be 
carried out for 2-3years, mainly child patients.(5) The 
incidence rate varies from 11.5 to 40.2 out of every 100 
00010 people with an annual incidence rate in the United 
Kingdom 20.2 out of every 100 000 population, in Japan 
30 out of every 100 000 and in the United States 25–30 
out of 100 000.(3,6)When Virus infection is the cause of 
Bell’s palsy, it progresses by the inflammation and facial 
nerve gets demyelinated. As for maintenance of myelin 
sheath vitamin B plays a major role, so demyelination can 
prolong the time required for the normal function of the 
facial nerve.(7) When evaluating a patient, the following 
note should be kept in mind, in case of a patient of Bell’s 
palsy occurs suddenly (within 3 days), the diagnosis 
should eliminate all the reasons for facial muscle fatigue, 
mostly unilateral, usually self limits itself.(8) Certain risk 
groups are more prone to Bell’s palsy, those are pregnant 
lady, obese persons, hypertensive patients diabetic cases, 
upper respiratory tract infections.(1) There are still some 
factors may lead to Bell’ palsy: change in atmospheric 
pressure, cold exposure, facial nerve compression near 
stylomastoid foramen, bacterial, fungal, viral infections 
(herpes zoster, EB virus, hepatitis B virus, HIV, etc), 
Melkerson–Rosenthal syndrome, Multiple Sclerosis, 
pregnancy.(3)
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Table 1. Conditions & Disting

Condition Distinguishing Factors

Guillain-Barre Paralysis starting from feet going up to trunk and hand 

Melkersson-Rosenthal 
syndrome Edema in face and lip region and presence of fissure or folds on the dorsal surface of the tongue

Multiple sclerosis Atypical neurological symptoms 

Ramsay Hunt syndrome Vesicular eruption in-ear canal or pharynx

Sarcoidosis Bilateral

Stroke Extremities on the affected side are often involved

Lyme disease History of tick exposure, rash

Otitis media Earache, pyrexia, deafness

HSV Fever, malaise

Encephalitis Headache, stiff neck, CSF abnormalities

To diagnose whether there is Bell’s palsy or not, look 
for asymmetry of the face during the interview; observe 
closely than the blinking pattern, the commissure of lips, 
and the nasolabial folds. Under general examination; 
otoscopy, checking for growth near the head and neck 
region by palpating that area, and skin examination is 
done. Assessment of motor function, done by checking 
whether the patient can normally move eyebrow upward-
downward, forceful closure of eyes, Smiling,blowing 
the cheeks, pursing the lips, grimacing if clinically 
indicated, then go for assessment of special sensation 
like the sensation of ear and the face, gustatory sensation 
of anterior two-thirds of the tongue. Orbicularis muscle 
reflex is checked taping the glabella and observing 
whether there is an asymmetry in the opening-closing 
pattern of the eye or not. Bell phenomenon: observe the 
upward movement of eyes during forced eye-closure.
(12) In Inverse Bell’s phenomenon, there is a downward 
movement of eyeball rather than upward, which can 
be seen in patients with Bell’s palsy, after conjunctival 
scarring, even in the normal population.(13) Clinical 
features of Bells palsy include ipsilateral paralysis or 
weakness of the lower and upper muscles of the face, 
drooping of eyelids of the same side, incomplete closure 
of eye that causes drying of eye, epiphora,drooping of the 
corner of the mouth, altered gustatory sensation on the 
same side, dysphagia due to muscle weakness leading 
to accumulation of food on ipsilaterally, saliva rolled 
down from corner of mouth, ipsilateral loss or alteration 
of sensations of the face pain or due to involvement 
of stapedius muscle hyperacusis (sensitivity to sound 
increases.)(14)

Treatment: “Kabat rehabilitation consists of the 
facilitation of the voluntary response of an impaired muscle 
through the global pattern of an entire muscular section 
that undergoes resistance.”In this rehabilitation protocol, 
three regional fulcra were taken into consideration: 
upper, intermediate, and lower fulcrum whose activation 
is done by various facial exercises. Kabat rehabilitation 
when accompanies with standard steroid treatment of 
severe Bells palsy, in maximum cases there is better and 
faster recovery than only medication is given.(15,16) If 
a patient is suspected for acute Bell’s palsy then asses 
eye closure, whether it is adequate or inadequate. If 
adequate then no eye protective measures needed, and 
if it is inadequate then eye-protective eye measure will 
strongly be recommended. Then next assess the severity 
of paresis, if it is mild to moderate then corticosteroids 
will be strongly recommended and if severe to complete 
paresis is there then along with corticosteroids antivirals 
will also be recommended. If there is complete recovery 
during follow up and assessment then good or else if 
there is a failure to recover or progressive weakness then 
go for exercise and physiotherapy(17), consult specialist, 
imaging is used to exclude out any neoplasm.(18–20) The 
treatment approach of Bell’s palsy targets the reduction 
of inflammation and viral infection. For inflammation, 
steroids are given like prednisolone, betamethasone, 
hydrocortisone, methylprednisolone, dexamethasone, 
and cortisone and for viral infection acyclovir, 
famciclovir, and valacyclovir is usually used.(21–23) (The 
use of steroids plus antivirals and the use of steroids plus 
mecobalamin are 2 good choices.)(24) MIRE therapy in 
which infrared light of wavelength 890nm, is used on 



9144  Indian Journal of Forensic Medicine & Toxicology, October-December 2020, Vol. 14, No. 4

the area anterior and posterior to the ear, the temporal 
and lower jaw area of the affected side for the half-an-
hour cycle.(25,26) When a case of facial palsy comes to a 
dentist,the following can be followed: thorough history 
taking and physical examination to exclude all possible 
causes for facial palsy, routine laboratory testing, and 
diagnostic imaging should be avoided if it is a new case 
of Bell’s palsy, oral steroids (prednisolone) can be given 
within 72 hours of the appearance of symptoms,(For 
adults who come within 72 hours of onset treatment 
recommendations are “ Corticosteroids: Prednisone 
50 mg orally daily for 5 days, followed by 10 mg 
less each day for 5 days, Prednisolone 50 mg OD for 
10 days, Antivirals: Valacyclovir 1 g TID for 7 days, 
Acyclovir 400 mg OD five times daily for 7 days).”(12) 
The basic treatment is neuromuscular re-education 
training. Exercises include (wrinkling of the forehead, 
smiling,snarling, and puckering of the lip) with speed 
and amplitude variation; exercises are done on one side 
of the face to have controlled movement, relaxing lower 
jaw doing exercises for eye and mouth simultaneously 
inhibiting synkinesis (small slower movements)(27,28)

Table 2

Possible complications Treatment

Incapable of the closure of eye 
of affected side (causing corneal 
irritation and ulceration)

Artificial tears

Impaired muscle eyelid
Tarssoraphy or gold 
weights implantation in the 
eyelid of the upper eye

For asymmetrical face or
Muscular rigidity

Cosmetic surgery or 
BOTOX injections

Conclusion
Bell’s palsy with higher neutrophil to lymphocyte 

(NLR) ratio usually linked with prolonged time for 
recovery. Therefore NLR can be used for the prognosis 
of time taken for recovery of Bell’s palsy patients. 
However, the patient may complain like symptoms such 
as facial spasm, synkinesis, and paresis.
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